Present Condition.-Patient very well; no sign of ascites or cedema of legs. Blood-urea 40 mgm. per c.c. There is a large ventral hernia in the abdominal wall, because the rectus sheath was not stitched at the operation.
Professor Rutherford Morison operated on his case (October 22, 1892) , with an excellent result, and the patient returned to him two years later with a ventral hernia. An operation for this condition was followed by death in two days from some form of toxLemia. Therefore I propose to leave this patient's ventral hernia severely alone.'
There is no history of alcoholism in this case, but not all cases of cirrhosis are due to alcohol.
Discu8sion.-Dr. F. PARKES WEBER said he agreed that hepatic cirrhosis was certainly not always due to alcohol. The results of operative treatment of the ascites were perhaps better in the non-alcoholic cases. Hie thought that good results could sometimes be obtained from the ordinary omentopexy operation, not necessarily associated with the production of a ventral hernia. Paracentesis abdominis often had to be repeated at intervals for a long time after operations, so that a satisfactory result might be almost despaired of before it was ultimately obtained.
The PRESIDENT said he also was of the opinion that there was far too great a tendency to assume that a case of cirrhosis of the liver with ascites was necessarily due to alcohol. In not a few instances it certainly was not. He could understand that those cases which were not caused by alcohol would have a better prognosis than those which were, as in the former the other organs of the body were likely to be healthy, which was not the case in an alcoholic patient. That might account for some of these cases recovering so well. Acute Osteomyelitis treated by Diaphysectomy and Bone Grafting.-CECIL P. G. WAKELEY, F.R.C.S.-J. N., a boy, aged 12, was admitted to hospital on September 1, 1925, with acute osteomyelitis of the left tibia, which had begun three weeks previously. His general condition was poor: temperature, 102 6; pulse, 132; respiration, 28.
The whole of the left leg was very swollen and pus was exuding from the upper end of the tibia.
Under gas-and-oxygen anesthesia, an incision was made over the whole length of the tibia. The diaphysis of the tibia was lifted out as a sequestrum, and the wound was packed with flavine and paraffin. It healed slowly. The leg was put up in plaster, and the boy sent to a convalescent home on October 29, 1925. He was readmitted to hospital September 29, 1926, for bone grafting, but an iodine dermatitis developed from purification, and operation was postponed.
On May 6, 1927, a large graft, 23 cm. in length, was taken from the right tibia and inserted in the left leg. Patient was discharged, in plaster, May 17, 1927 . On May 27, 1928 : fitted with'a weight-bearing caliper splint. In January, 1929, while jumping over a stile he hit his left leg badly and complained of severe pain. He was brought up to hospital and examined by X-rays, when it was found that he had fractured his graft in the lower third ( fig. 1 ).
He was treated in bed for a month, and when radiographed again, in March, 1929, the fracture of the graft was seen to have united, with much callus formation (fig. 2) .
The boy is at present at school and gets about exceedingly well. Di8cusgion.-Mr. R. F. PHILLIPs asked how long the piece of bone put in was regarded as a graft. When was it considered to be part of the patient's own bone ? Dr. E. STOLKIND asked whether the exhibitor had ever seen cases of this kind in old people, or in adults generally. He knew a student whose left tibia was very thin, yet he played Rugby football and other games. He asked whether anything could be done in such a case.
Mr. CECIL P. G. WAKELEY (in reply) said he regarded the graft as the patient's own bone all the time. It was difficult to say when the scaffolding thrown round the graft for the formation of new bone ceased to be a mere scaffold. He thought it would be very difficult to do anything for such a case as Dr. Stolkind mentioned.
